Consultants' secretaries SIR,-There must be a great many consultants who, like myself, have enormous sympathy for the plight of Mary Evans (27 September, p 815) and other medical secretaries like her to whom we, and indirectly our patients, owe so much. It is to our shame that we have failed to apply sufficient pressure and persuasion over the years to improve the lot of these (for the most part) dedicated women, who have given us such support in so many facets of our work.
I have recently, as a test case, put what I believe was a very strong case to our unit administrator for upgrading my own personal secretary, who has given me unstinting support over the past four years and has played a central part in helping me provide the service given (particularly) to patients with chest disease in this district. In addition to the many activities listed by Mary Evans and a considerable amount of audiotyping and shorthand (accurately typed letters and discharge summaries being sent out within 24 hours of dictation) her work has included processing my mail, laboratory reports, etc; liaising with our tuberculosis health visitor and MacMillan nurses; obtaining patient's notes and especially chest x ray films at short notice (often from other hospitals or industry); covering the office and handling many phone calls from general practitioners, other medical and paramedical staff, and many patients or relatives (often distressed in view of my work with the terminally ill) when I am inevitably doing clinics elsewhere; on occasions carrying my bleep; arranging my bronchoscopy lists and urgent transfers to the regional centre; and so on.
My recommendation that she be considered for upgrading was turned down on the grounds that the duties listed were no more than those expected of a personal secretary; yet when I previously approached the former administration I was told that most of the duties were not officially part of a medical secretary's job and I was out of order in having her do them. During the same week that my request for her upgrading was turned down an administrative clerk typist was upgraded to higher clerical officer.
The "give away" which relates to Mary Evans's second solution is that a "career structure" for medical secretaries is being introduced in this hospital, whereby one secretary from each department may be upgraded to higher clerical grade by taking on more clerical work (and thus inevitably less patient related work). But why should we reward those who do mainly clerical and administrative work more than those who are at the front line of patient related work and work related to the immediate needs of running a clinical service?
Clearly there are many instances where little more than an audiotypist is required, but I would like to urge through your columns that those consultants whose work requires the high degree of secretarial support to which I have referred give active wholehearted support for an increased salary and status for their personal secretaries, and may our medicopolitical representatives do likewise, or we shall not (and shall not deserve to) retain good quality secretaries in future, and both we and our patients will suffer. W T BERRILL West Cumberimd Hospital, Whitehaven CA28 8JG A simple grading system to guide the prognosis after hip fEracture in the elderly Sm,-The increasing incidence of hip fractures in the elderly is placing a heavy burden on orthopaedic surgeons and their rehabilitation staff. A simple preoperative scoring system to identify those who will not benefit from rehabilitation would be very useful. Unfortunately, the scoring systems presented by Mr R G H Wallace and colleagues (13 September, p 665) are invalid and do not allow any serious conclusions to be drawn from their study.
It is not clear whether a single observer assessed all patients preoperatively and what efforts were made to corroborate the degree ofhelp received by the patients. There are no definitions for terms such as "help," "good general health," and "satisfactory general health with a history of previous serious illness." Such definitions are essential if any scoring system is to be applied by other users. Another basic flaw ofthe initial assessment is that it is based on the addition of a score for "medical state" and a score for "social circumstances" as if they were independent variables, which they are not in the age group investigated. The assessment of outcome was made purely in terms ofplacement at six weeks or death at six months. Surely outcome must involve some measure of quality of life? Furthermore, it was not clear whether the assessment of a patient's likelihood of discharge at six weeks was made prospectively at six weeks or retrospectively at six months, thus increasing the opportunity for observer bias.
Mr Wallace and colleagues have not provided us with a method by which we can decide who will benefit from rehabilitation. To answer this question two further studies are requiired. The first must develop more appropriate scores for pre-operative assessment and outcome and so enable different prognostic groups to be identified on admission. The second must randomise patients in the same risk group to different intensities of rehabilitation. Until those studies have been reported then all patients must receive adequate rehabilitation opportunities. Whether that rehabilitation is best delivered on the orthopaedic ward, the geriatric ward, or the orthogeriatric unit, or by a combination of all three, has also still to be decided and will vary between districts.
JoHN D MORRANT Department of Health Care of the Elderly, Queen's Medical Centre, Nottingham SIR,-Mr R G H Wallace and colleagues (13 September, p 665) suggest a simple scoring system which they claim can give an instant bedside guide to prognosis after hip fracture in the elderly. We applied their scheme retrospectively to a recently collected series of 57 similar patients but could not confirm the predictive value of a high score. None of the authors' patients with a score of 5 or 6 had a satisfactory outcome, whereas 4 out of 15 of our patients who scored similarly had a satisfactory outcome at six weeks. They suggest that these patients should be placed in long stay care immediately after surgery, but this negative attitude to active rehabilitation is not justifiable from our findings and ignores the improvement in outcome when elderly people with important medical or social problems are jointly managed by orthopaedic surgeons and geriatricians.' J J DAY A J BAYER Normal pressure hydrocephalus SIR,-Dr Milne Anderson (4 October, p 837) reasonably suggests that computed tomography should be used to exclude remediable causes of dementia and to select those patients most likely to benefit from ventricular shunting-that is, those with enhlrged ventricles, lack of cortical atrophy, and the presence of periventricular lucency.
Unfortunately, these are subjective assessments, and so far errors of up to 300/o have been found in the estimation of ventricular volume on computed tomography.' Recently our group has developed a more accurate non-invasive objective method ofmeasuring ventricular and extraventricular cerebrospinal fluid volume using magnetic resonance imaging.23
For the first time cisternal and cortical sulcal volumes can be measured, and therefore those patients with cortical loss associated with ventricular enlargement can be differentiated from those with ventricular enlargement alone. We have found that ventricular:cortical sulcal volume ratios decrease with age in normal subjects. Patients with generalised cortical atrophy have a ratio of less than 03, while those with normal pressure hydrocephalus have a larger ratio as a result of ventricular enlargement without concomitant cortical atrophy. In-patients with obstructive hydrocephalus the ratio is also incresed. However, magnetic resonance imaging has a greater sensitivityindetectinglesionsin the posterior fossa than computed tomography and can be used to differentiate between obstructive and nonobstructive hydrocephalus (Hadley DM, et al, 3rd Congress of the European Society of Magnetic Resonance in Medicine and Biology, Aberdeen 1986). In addition, the presence and extent of periventricular "lucency," representing a local increase in water content, is more clearly shown with magnetic resonance imaging.
We think that cerebrospinal fluid volume measurements and ventricular:cortical sulcal ratios will provide a more rational basis for diagnosis and management. We observed 15 deaths, the expected mortality being 3-6. Sixteen of the patients had a congenital heart anomaly and five of the deaths occurred in this group. The 10 deaths in the remaining 140 were three times as many as expected. The reduction in life expectancy was 12-5 years at age 1 year, 11 years at 20, and 10 years at 40. Very few of our patients had attained the age of60 and we could not make any observation of survival beyond that age. We observed the threefold increase in mortality throughout the age range covered by the patients in the study, and on the assumption that mortality continues at the same threefold increase after the age of 60 we calculate that at that age life expectancy would be reduced by 8 years. W This follows from estimates of the amount of radionuclides ingested and the dose arising from it.
The doseis higher than the correspondingestimates from older children or adults, as Dr Molecan verify from the National Radiological Protection Board's assessment of these Sellafield releases. The higher risk has nothing to do with "a commonly held belief' as suggested by Dr Mole. The evidence Dr Mole gives on risk associated with dose estimates is consistent with that used by the National Radiological Protection Board and refers to radiation from external sources. The estimates of dose to Seascale children in the 1950s involveingestion ofradionuclides such as strontium and caesium. The "evidential weight" of the data given by Dr Mole may not therefore be quite so significant as he suggests. D JAKEMAN Weymouth, Dorset DT3 6NL Severe head injury: the first hour SIR,-Mr M Adiseshiah's comments (4 October, p 886) after Mr Peter Richards's leading article (13 September, p 643) are valid but must invite comment on the circumstances in which neurosurgical services are provided within the health service as a whole. Historically and geographically these units have evolved where they best fulfil the role required of them. They take the form of small units within large hospitals or of regional centres, often within a major hospital. The ideal situation allows for on site neurosurgical advice and care wherever patients with major head injuries may be received. Unfortunately, the numbers of patients referred will not support the provision of such a facility at all conceivable locations. The other clinical services provided by neurosurgical units are best supplied centrally. Unless large numbers of experienced neurosurgeons are to be available to await the arrival of head injured patients (in numbers that the establishment cannot afford) the existing system provides the best cover.
The current, almost universal, practice of referral to, or advice from, specialist units should be effective and minimise subsequent morbidity and mortality providing the criteria that Mr Richards has expounded are observed. All too often these are disregarded, to the patient's detriment. Wider clinical acceptance of such preconditions can only reduce the preventable effects of secondary deterioration and allow the sadly underfunded rehabilitation services to have a more efficient role. COLIN 
SHIEFF
Queen Elizabeth Hospital,
Biingham B15 2TH
Influence of intrinsic sympathomimetic activity on respiratory function SIR,-In response to Dr G T McInnes's remarks (20 September, p 761) on our article regarding the long term effect of , blockade and the influence of intrinsic sympathomimetic activity (12 July, p 97) we wish to clarify several issues. Dr McInnes pointed out that it was unclear from our report whether these drugs had a desired antianginal effect as they were indeed used on a group of patients with chronic stable angina pectoris. This, however, is a completely separate issue. It has been well established that 13 blockers with intrinsic sympathomimetic activity have equivalent antianginal efficacy to those without intrinsic sympathomimetic activity in patients with chronic stable angina pectoris.'~3 Thus it was not our intention to compare antianginal effect. However, all patients were issued with angina diaries and, although a significant reduction in anginal fre-quency and severity occurred in both groups, there was no difference between the groups in terms of subjective assessment. In terms ofobjective assessment, we further examined these drugs' effect on ambulatory electrocardiograms, being especially interested in their ability to control asymptomatic myocardial ischaenmia, measured in terms of ST segment depression, depth, duration, and frequency. We could not show any significant differences between the two groups in any of these variables. This information will be published separately.4
Although other workers, using the same techniques, have shown that pindolol is inferior to atenolol in control of myocardial ischaemia in severe and rest angina,5 such differences have not yet been shown in patients with chronic stable angina. Thus, as Dr McInnes points out, the results from our respiratory function study are of clinical relevance as there was no significant difference between pindolol and propranolol in terms of control ofischaemic episodes. We believe that the precision of our statistical comparison is adequate to draw the conclusions mentioned in our article that "pure" ,B blockers tend to cause adverse effects on respiratory function when given long term and that those with intrinsic sympathomimetic activity preserve bronchomotor tone. We do not believe that these findings can be regarded as only speculative. Government's "agenda for discussion" SIR,-I have been astonished by the relative lack of response of the profession as a whole to the government's "Agenda for discussion" on primary health care both in the correspondence columns of your journal and at the various meetings I have been to in my area to discuss it. The document is the most important and far reaching the government has set before the profession in almost 20 years, and I find only a handful ofletters in your columns, and at both the meetings I attended only about 20% of the potential audience were present. What has happened to the rest? Have they read the paper and, if they have, have they understood it-or do they care? If a white paper came along the subsequent reaction would, I am sure, be dramatic but too late.
The response I have noted so far seems to dwell mainly on the good practice allowance, which is either rejected outright or supported ifnew money is provided. I do not see this as the government's objective. It is evident from close reading that the government's intention is to "examine ways of improving the planning and control of expenditure" (section 7 -I)-undoubtedly not extra money.
It also intends to "consider if any other steps are needed to influence the growth rate in the number of practitioners" (section 7-15)-unless I am mistaken, that does not mean an increase.
These suggestions are potentially threatening to professional autonomy and must be answered by a unified voice. This can be achieved only if the
